examlination at 10.30 p.m. the patient was found to be in good condition; the labour pains recurred about every seven minutes. The abdomen was of unusual shape, the uterus being much wider above than normal, and in its anterior wall two small flattened fibroids could be felt. The lower part of the uterus bulged forwards considerably, and was very thin. It looked and felt something like a distended bladder, but there was no sharp upper limit as seen in the case of the distended bladder, and after the bladder had been emuptied by catheter the bulging remained. Owing to the rigidity of the parts the head could not be clearly defined, but it appeared to lie in the right hypochondrium. On vaginal examination, a hard fixed tumour of the size of the fist occupied the pelvis. The finger could be passed between it and the pubes, but could only just touch the anterior lip, which was high up above the pubes. The lip felt quite soft. The tumour was evidently a fibroid adherent in Douglas's pouch. It was not quite clear what the bulging of the lower segment was due to. It was not due to placenta, for when the patient was under an anaesthetic the lower limbs of the child, which presented by the breech, could be felt through the thin lower segment with great distinctness. The true explanation was found at the operation to be the stretching and thinning of the cervix and lower segment, owing to the fixation of the fundus by the adherent fibroid, which prevented the posterior wall from elongating and so caused the enlargement of the uterine cavity to take place at the expense of the anterior wall. A dirty brown discharge escaped from the uterus after the examination. The patient had not felt the movements of the child for some hours, and a prolonged examination failed to give evidence that the child was alive.
The patient was prepared for abdominal section and was operated on just after rnidnight. An incision 6 in. long exposed the uterus, which was covered to an unusual extent with movable vascular peritoneum. This was due to the great stretching of the cervix and lower segment, and the consequent extension of the area covered with loose peritoneum. Another peculiar feature was that the round ligaments could not be exposed, this again being due to the great transverse distension of the anterior wall. The uterus was incised longitudinally through the distended lower segment and upper cervix, and the child was removed in three minutes from the beginning of the operation, there being some delay owing to the anesthetic. The child was extracted by the feet; but though quite fresh it had evidently been dead some hours, its cord being pulseless and discoloured. It was a well-developed female, weighing 5 lb. 111 oz., and measuring 201 in. in length. The uterus was then lifted, and was found to be held down by adhesions of the fibroid tumour in Douglas's pouch. The adhesions were easily separated. After the upper abdomen had been protected with gauze and the Caesarean section wound had been teimporarily stitched up, the whole uterus containing the placenta was removed by Doyen's method, and the peritoneum was completely closed by a silk purse-string suture.
The tubes and ovaries were left behind. The abdomen was then flushed with salt solution, and the wound closed by through-and-through stitches of silkworm-gut and buried fascial stitches of silk. The cervix was found to be dilated to about the size of a shilling, and the tissues were so soft and gelatinous that the vaginal portion tore away while it was being pulled up by the vulsella. The uterus was removed in eleven minutes from the beginning of the operation. The whole operation lasted fifty-eight minutes; not much blood had been lost, and the patient's condition was good. The wound healed by first intention and the recovery was sinmple, the temperature only once reaching 1000 F. during her stay in the hospital, which she left on the twentysixth day.
Spencer: T'otal Abdominial Hysterectomiy at Term
The uterus with the placenta weighed 5 lb. 12 oz. It was in the position of retrofilexion caused by a inyornla 12 cm. by 8 cm. by 9 cm., which was adherent in Douglas's pouch. This tumour was attached to the back of the upper part of the body of the uterus by a short pedicle 5 cm. broad by 3' cm. thick. There were numerous small myomata on the left side of the fundus and on the anterior wall. A mnedian sagittal section was made after hardening with formalin (see fig.) . The uterus is seen to be retroflexed almost to a right angle, the angle of the canal being a sharp spur formed by the posterior wall at the internal os. On the front wall is seen the Caesarean section wound, now contracted to 7cm. The peritoneum on the anterior wall is loosely attached as high as the upper extremity of the wound, which is 13 cm. above the external os, its lower extremity being 51 cmn. above the external os and 1 cm. below the internal os. The distance fron the external os to the middle of the fundus, measured over the surface of the anterior wall, is 34 cm.; the distance similarly measured over the posterior surface is 18 ciml. This difference in the length of the anterior and posterior walls was, of course, enormously greater when the uterus was distended by the foetus and the liquor amnii. The anterior wall of the lower segment has been much stretched, being only 7 mm. thick. The anterior wall of the body also varies in thickness between 12 mm. and 15 mm.; the posterior wall is about 2 cm. thick. The anterior wall of the cervix is about 1 cIml. thick, while the posterior wall is at its upper part imore than 3 cm. thick. The placental site is on the posterior wall from 1 cm. above the internal os to just above the middle point of the fundus. The upper two-thirds of the placenta are detached, and a retroplacental clot fills up the space between the separated surface of tlle placenta and the uterine wall. The decidua had a greenish tinge.
Retroflexion of the uterus at term produced by an adherent fibromyoma is rare. Cases have been published by Herman' and Varnier and Delbet.2 In Herman's case the patient was aged 36. There was an ii-immovable tumour of the size of a cocoanut in the pelvis. The memiibranes had ruptured nine and a half hours before operation. The child was decomposing. Porro's operation was performed with the elastic ligature; the patient died in four hours. The thinness of the anterior wall was noticed and the spur at the angle of flexion. The elastic ligature was applied below the spur but above the tumour, which was left in the pelvis. The case was published fifteen years ago, in 1893.
New York Journt. of Gyn. anid Obstet., 1893, iii, p. 484.
2Ann. de Gyn., Par., 1897, xlvii, p. 102. In Varnier and Delbet's case the patient was aged 32. There was an adherent fibro-myoma in the pelvis of the size of an orange. The child was alive when the patient was seen; but while she was waiting for the doctors to decide on the treatment to be adopted, labour came on and the child died before the operation (Caesarean section followed by total abdominal hysterectomy). The mother recovered.
With regard to the diagnosis between adherent fibro-myoma and ovarian tumour, the presence of other tumours in the wall of the uterus (as in my case) will aid in the diagnosis; but I am disposed to attach considerable value to the bulging and thinning of the lower segment, which was noticed in all three of the above cases, as evidence that the tumour is a uterine fibroid and that the uterus is retroflexed. With regard to treatment, there should be no delay; as the result of labours having set in the child succumbed in all three cases before operation, although in Varnier and Delbet's case it was alive when the patient was first seen. Caesarean section is necessary in these cases owing to the adhesions around the tumour, and when the child has been dead some hours and the membranes have ruptured, it will usually be wise to remove the uterus, especially when it is the seat of multiple tumours. In cases where the membranes were unruptured and there was no suspicion of infection, the tumour might be removed, leaving the uterus. Total abdominal hysterectomy appears to be the best operation for the removal of the uterus, having amongst other advantages a lower mortality than the supravaginal amputation. The latest statistics with which I am acquainted dealing with the imlative advantage of total hysterectomy and of supravaginal amputation as a complement of Csesarean section in the case of fibroids complicating advanced pregnancy are those of Olshausen, in Veit's "Handbuch," 1907. They show fifty-two cases with five deaths-for amputation, against twenty cases with one death for total hysterectomy. To these twenty cases may be added the present case and a case of mine published in 1906 ;1 also a case recently published by Bucurra,2 all three without mortality, giving a total of twenty-three cases with one death. Cases in labour and with the uterus retroflexed by an adherent fibroid offer features specially suitable for the total 6peration; so that, although the observed instances are few in number, we may infer that in their case, too, the total operation is to be preferred. Trans. Obstet. Soc., Lond., (1906 ), 1907 
DESCRIPTION OF FIGURE.
A SAGITTAL SECTION THROUGH THE UTERUS AND TUMOUR.
(* natural size.)
An arrow has been placed opposite the origin of the Fallopian tube, showing the position of the middle of the fundus and that the cavity of the uterus has been developed almost entirely by distension of the anterior wall.
The uterus is retroflexed nearly to a right angle; during life, owing to the approximation of the cervix to the tumour produced by the vaginal attachment, the retroflexion angle was probably smaller; it is marked by a sharp spur formed by the posterior wall at the internal os.
The posterior wall is much thicker than the anterior; the lower segment of the anterior wall is especially thin, and was extremely thin and prominent when the uterus was distended by the foetus and liquor amnii.
The Cwesarean section wound (X to X) has been made through the lower segment and the upper centimetre of the cervix.
The placental site is on the posterior wall to within 1 cm. of the internal os. The upper two-thirds of the placenta have been detached and the space between the detached portion of the organ and the uterine wall is occupied by clotted blood.
Attached to the posterior wall of the fundus is the fibroid, which was adherent in Douglas's pouch. Dr. AMAND ROUTH congratulated Dr. Spencer on his treatment gf this case. He drew attention to the excellent result of the operation even after the patient had been so long in labour and had had to journey up from the country, and though the natural labour would have seemed hopeless if seen in the middle months of pregnancy, he thought it pointed to the advisability of avoiding operation till nearly or quite full term, when the fcetus was viable. He thought Dr. Spencer's remarks on the diagnosis valuable. The case was clearly one of " spontaneous partial reposition " of a retroverted gravid uterus, as described by Barnes, complete reposition having been prevented by adhesions of the posterior fibroid. The thinning out of the anterior wall during this process of partial reposition was diagnostic of the condition, but was not easy to recognize before the abdomen was opened.
Dr. RIVERS POLLOCK said that he could add another successful case of Cw,sareo-hysterectomy in which the uterus was removed by supravaginal amputation. In his case the patient was aged 42, pregnant for the first time, and with a large subperitoneal fibroid filling up the pelvis and fixed by adhesions. He anticipated labour by about ten days, and delivered the patient of an 8 lb. male child. The mother and child both did well. The tumour was removed with the uterus.
